wrote, "the stigma attached to mental illness is the main obstacle to the provision of care for people with this disorder" (p. 810). He added that stigma also leads to discrimination in providing services for physical illness in those who are mentally ill. Finally, he reminded us that many people contribute to the development and reinforcement of stigma of mental illness, including health care workers: "Psychiatrists and mental health personnel are no exception in this general unawareness of how their behaviour contributes to stigma" ( [3] , p. 810).
Sex workers experience a similar occupational stigma with similar consequences. In a Canadian study of 252 sex workers [4] , occupational sex worker stigma was independently associated with an elevated likelihood of experiencing barriers to health care access. Sex workers do not only face stigma and barriers in access to health care but may also face violence by their clients and police, as noted by Reza-Paul and colleagues from India [5] . The occupational stigma could be also complicated by additional stigma of HIV status [6, 7] . Bikmukhametov and colleagues [6] suggested that HIVpositive patients are often seen with bias and prejudice, especially if they are members of marginalized subgroups such as commercial sex workers and injection drug users. In their study of Russian medical students, they measured students' willingness to provide medical care to nine hypothetical categories of patients, four who were HIV negative (a physician, an injection drug user, a female commercial sex worker, and a man having sex with men) and five who were HIV positive (a physician, a recipient of a blood transfusion, an injection drug user, a female commercial sex worker, and a man having sex with men). The reluctance to provide health care was strongest in three groups: preclinical-level female students, clinicallevel female students, and clinical-level male students. Preclinical-level male students were more reluctant to provide health care to men having sex with men (both HIV negative and positive). In a similar study by Chan and colleagues [7] , Chinese medical students were presented four clinical vignettes describing a hypothetical male. The vignettes were identical except for the presence of diagnosis (AIDS, leukemia, or no disease) and co-characteristic (injection drug user, commercial sex worker, commercial blood donation, blood transfusion, or no co-characteristic). After reading each vignette, students completed a measure of social distance that assessed the level of stigma. Interestingly, the most stigmatized scenario was an injection drug user without an accompanying disease, followed by an injection drug user with AIDS, a commercial sex worker without disease, and a commercial sex worker with AIDS.
Sex workers suffering from mental illness, possibly abusing substances, and possibly suffering from HIV-related illness could thus face multiple layers of stigmatizing prejudicial attitudes. These attitudes may create reluctance to provide health care to these individuals with overlapping sources of vulnerability and health needs. In the study by Bikmukhametov and colleagues [6] , the majority (72 %) of female medical students were hesitant to provide care for HIVpositive sex workers. In an early study performed by Carter and Roberts [8] , nearly all of the medical students at the University of Chicago and at the University of New Mexico endorsed the professional obligation to care for "all" patients, but fewer expressed willingness to provide care for HIVpositive patients, and significantly, fewer were willing if colleagues were aware of it. In Robitz and colleagues' article [1] , most women reporting mental illness (61 %) had a history of sexual abuse as children (75 %), and almost half had a nonpsychiatric general medical diagnosis. Gu et al. [9] recently studied female injection drug users who were also sex workers and found that "self-stigma," or internalization of prejudicial attitudes and beliefs, was associated with depression, suicidal ideation, and suicide attempts. Dinos [10] outlined evidence that membership of a stigmatized group in and of itself (i.e., not based on mental illness) is often itself a risk factor for developing mental health problems. He examined the experiences of African-American people and minority ethnic and lesbian, gay, and bisexual groups to explore how stigma can "create" more stigma. Membership within such multiple groups is accompanied by several factors that can contribute to such compound stigma and, in turn, reduce economic and life opportunities, limit relationships and social support, delay seeking help, subvert funding for treatment, and diminish selfesteem, to name a few possible consequences.
Clearly, stigma is not a simple construct, and more often than not, people have the experience of being members of several stigmatized groups. There may well be and probably are other instances of stigma adding to and complicating stigma, such as in cases of mentally ill patients abusing substances, mental illness in obese patients, mental illness in incarcerated prisoners, or mental illness in parents with histories of child abuse or neglect.
Stigma of mental illness among medical students is prevalent and has been documented in numerous studies (e.g., [11] [12] [13] ). Stigma against psychiatry as a profession is still prevalent in medicine and, no doubt, has an impact on psychiatry trainees and on the likelihood of learners pursuing psychiatry as a career. In a recent study of psychiatry trainees in Belgium [14] , although 75 % recalled hearing denigrating or humiliating comments about the profession more than once, only 1.3 % recalled stigma as a topic during training.
We know little about the prevalence of stigma toward sex workers. Some studies [6, 7] suggest that this stigma is fairly prevalent. The state of the literature would suggest a significant gap in understanding the propagation of stigma within medical education, especially as it pertains to the many and varied groups who are stigmatized.
Programs to reduce stigma of mental illness have been introduced the European Union [1] , and a program against stigma and discrimination because of schizophrenia was implemented in more than 20 countries worldwide [1] . Multiple programs to reduce the stigma of mental illness in undergraduate medical education [10, 11] or among medical students [12] have been described. Most of these reports evaluated impact of "interventions" such as clerkship in psychiatry or specialized courses. Several studies by O'Reilly and colleagues (e.g., [15, 16] ) examined yet another way to address reducing the stigma of mental illness mostly among pharmacy students-providing the students the opportunity to have contact with consumers with a mental illness in a safe educational setting. They reported that such contact led to decreases in stigma. They felt that sharing personal stories about mental illness was a powerful tool to decrease the stigma of mental illness and may be an important aspect of a person's recovery from mental illness. In a similar vein, Happell et al. [17] compared a mental health nursing course delivered traditionally to one delivered by an instructor with lived experience with mental illness and mental health service use. Impressively, the group that learned from the instructor with lived experience showed increased intention to pursue mental health nursing as a career and decreased negative stereotypes about mental illness; these findings were not observed in the group in the traditional course. In another study, O'Reilly and colleagues [18] found out that low level of mental illness stigma and high levels of schizophrenia "literacy" were associated with pharmacists being more willing to provide medication counseling and identify drug-related problems for patients with schizophrenia.
Reports of Robitz and colleagues [1] , O'Reilly and colleagues [13] , and Happel and colleagues [17] all suggest that the impact of contact with the stories of people suffering from medical and mental illness in an educational setting is very powerful and beneficial to all parties. Anecdotal accounts of educational efforts involving sex workers suggest that direct educational contact may be beneficial to remove the barriers to access to health care for these workers. We are not aware of studies other than that of Robitz et al. [1] on the impact of contact of persons with multiple layers of stigma or stigma within stigma-mental illness, substance abuse, and commercial sex work-on medical students and their education, on other professionals, and on patients themselves and their access to health care. Robitz et al. [1] , as the creators of this program, and all their participants should be praised for the introduction of this innovative venture intended to help the most vulnerable, people with stigma within stigma. Their program is an example of using community-based partners from a vulnerable population as teachers. It is our hope that this effort will increase the empathy and concern of early-career physicians for this special patient group.
Finally, at a broad public health level, anti-stigma education around mental illness still has a long way to go and must, as Dinos [10] suggests, evolve to show the public the complex interaction between different forms and origins of stigma. Self-reflection and exploration of one's biases surrounding mental illness and other areas that surround stigma, such as race, using tools such as the Implicit Association Test [19] may help. The anti-stigma education should also include understanding of how media constructs and perpetuates stigmatizing depictions [20] . We definitely need to learn more about the complexities of how various factors (such as mental illness, sex workers, and substance abuse) might interact and contribute to stigmatizing attitudes. Tackling the potentially compounding effects of stigma added to stigma will require a robust approach at multiple levels-from the individual health care provider to the health professions and broader society.
Perhaps most importantly, as a matter of social justice, educational efforts to address stigma should be informed by the experience of those with lived experience, namely, giving voice to and valuing the perspectives of stigmatized people themselves. Robitz et al. [1] created such an opportunity, one that should remind us that if medical education is going to deliver the patient-centered care we promise, it will entail greater humanism in medicine. This humanism may be inspired and advanced through our greater understanding of the stories of those we care for and collaborate with in clinical education.
Disclosure On behalf of all authors, the corresponding author states that there is no conflict of interest.
